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Conclusions
This evaluation of b-and i-ADL can contribute to the diagnostic differentiation between cognitively healthy ageing and neurocognitive disorders in older age. This evaluation provides more clarity and nuance in assessing everyday functioning by using an ICF-based terminology and scoring system. Also, the possibility to take underlying causes of limitations into account seems to be valuable since it is crucial to determine the extent to which cognitive decline is responsible for functional impairment in diagnosing neurocognitive disorders. Though further prospective validation is still required, the i-ADL-CDI might be useful in clinical practice since it identifies impairment in i-ADL exclusively because of cognitive limitations.
Author summary
Why was this study done?
• Mild cognitive impairment (MCI) is seen as a transitional zone between normal aging and dementia.
• Assessment of activities of daily living (ADL) is paramount to underpin accurate diagnostic classification in MCI and dementia.
• Unfortunately, most common report-based ADL tools have limitations for diagnostic purposes.
• We set out to develop and validate a new tool to evaluate basic (b-; activities including personal hygiene, dressing, and eating) and instrumental (i-; cooking, shopping, and managing medication) ADL in an older population with cognitive disorders.
What did the researchers do and find?
• We developed a tool based on the framework of the International Classification of Functioning, Disability and Health (ICF).
• A global disability index (DI), a Cognitive DI (CDI) (a disability index taking into account solely activities impaired because of cognitive reasons), and a Physical DI (PDI) (a disability index taking into account solely activities impaired because of physical reasons) were calculated for both b-and i-ADL, based on the number of activities performed and the severity and causes of the functional problem.
• 223 community-dwelling older persons diagnosed as (1) cognitively healthy participants (n = 79), (2) patients with MCI (n = 73), or (3) mild to moderate dementia (n = 71) were included and underwent the new ICF-based evaluation of b-and i-ADL.
• The i-ADL-CDI showed high accuracy and discriminative power in differentiating healthy comparisons (HC), MCI, and AD, and the b-ADL-DI showed high discriminative accuracy in differentiating HC and AD.
Introduction
Health services are dealing with an increasing number of older patients. Although most seniors are in reasonably good health and living an active life, a considerable number of them are at risk of developing major chronic conditions and mental disorders such as dementia. Worldwide, it is estimated that dementia affects 46.8 million persons, which causes great stress to medical, social, and informal care [1, 2] . Several interventions have already proven efficient in reducing caregiver strain, psychological morbidity, and delaying or avoiding admissions in residential care. Since such interventions may be more effective early in the disease course, early diagnosis of dementia is pivotal [3, 4] . In this regard, the concept of mild cognitive impairment (MCI) is interesting since it is seen as a transitional zone between normal aging and dementia. However, MCI is a heterogeneous concept in its clinical presentation and its progression to dementia; mainly, amnestic MCI (a-MCI) has high risk of dementia, but some persons remain stable or even revert to normal cognition [5] [6] [7] [8] . Boundaries between normal aging, MCI, and mild dementia are vague, and discussion about the MCI criteria and their operationalization is ongoing [6, 9] . The differentiation between mild and major neurocognitive disorders (NCD)-referring to the new version of the Diagnostic Statistical Manual of Mental Disorders (DSM-5) [10] -may be a step in a good direction since this entails a stronger emphasis on "independence in activities of daily living (ADL)" [11] [12] [13] [14] . The distinction between mild and major NCD is determined by the extent to which cognitive decline interferes with everyday functioning [12, 15] . In major NCD or dementia, cognitive impairment influences independence in everyday functioning in a negative way. In mild NCD or MCI, individuals remain autonomous [15, 16] , although subtle problems may already occur in complex activities [12, [17] [18] [19] [20] [21] . The process of functional decline shows a typical and distinctive progression [22, 23] . Instrumental ADL (i-ADL) such as cooking, shopping, and managing medication will become slightly limited in mild NCD and will require support in major NCD [18, [23] [24] [25] [26] . Basic ADL (b-ADL), which includes personal hygiene, dressing, and eating, remain stable the longest [27] . Only in major NCD does one need the support of others in performing b-ADL [23, 28, 29] . Consequently, assessment of ADL is paramount to determine the degree of impairment in everyday functioning and to underpin accurate diagnostic classification in NCD [9, 12, 15, 30] . Besides, ADL disability might increase the risk for incident dementia. In that way, an evaluation of ADL might be useful not just as diagnostic tool but also as an indicator of the risk for future dementia [12, 30] . In clinical practice, information about ADL is most commonly ascertained by asking a patient or his or her caregiver to report about the everyday functioning [31] . Report-based ADL scales are usually quick and easy to administer [9, 32, 33] . Unfortunately, most common report-based ADL tools have limitations for diagnostic purposes. Firstly, they often use scoring systems solely assessing the success or failure of completing a task [17, 34] . They do not reflect the process of performing the task, although this could be meaningful for diagnostic purposes, particularly in mild cognitive disorders [35] [36] [37] [38] [39] . Secondly, evaluations of ADL often entail gender-dependent tasks, tasks that a person does not perform, or tasks that become subject to family support, which commonly comes into play among an older population. Clear-cut guidelines on how to deal with tasks that a person does not perform are lacking [40] . Thirdly, ADL evaluations have a poor sensitivity to detect mild functional impairments and are mostly unresponsive to detect changes in a person's ability level [41] [42] [43] [44] . The discriminative power of existing tools is insufficient, and psychometric properties are either unavailable or do not meet standards of quality [9, 43, 45] . Finally, assessment tools do not differentiate between underlying causes of limitations [46] . Nevertheless, in diagnosing NCD in a geriatric population, it is crucial to determine the extent to which cognitive decline is responsible for functional impairment, since comorbidities, physical limitations, or other noncognitive causes of decline in ADL are often seen in old age [12, 47] .
Over the years, multiple report-based ADL scales have been developed in order to contribute to the early diagnosis of NCD [31] . Tools such as the Functional Activities Questionnaire (FAQ) [48] , the Everyday Technology Use Questionnaire (ETUQ) [49] , and the Everyday Cognition (ECog) [50] have already targeted some shortcomings of current evaluations by including "new" items specific to everyday technologies and using scoring systems that only take activities into account that are relevant to an individual. These evaluations showed promising results in assessing individuals with NCD [31] . However, they do not solely assess performance in b-or i-ADL but rather evaluate a mixed spectrum of self-care, household, and other activities or assess everyday abilities such as memory, language, or divided attention.
To address the concerns of report-based ADL scales, performance-based scales such as the Assessment of Motor and Process Skills [51, 52] and the Naturalistic Action Test [53, 54] have been developed. These evaluations examine the process of task performance, detect changes in everyday functioning, and address causation in observable behaviors. However, these assessments also have limitations, such as being more time-consuming and needing a high degree of training of the assessors, which often limit its use in clinical practice [9, 31] . Furthermore, most performance-based ADL scales are not freely available and are mostly not yet validated for use in MCI [55] .
Currently, the most commonly used tools for assessing b-and i-ADL are respectively the Katz Index [22] and the Lawton Scale [56] [31, 57, 58] . Although in widespread use, both scales have shortcomings as mentioned above: they have poorly described psychometric properties, the scoring systems are not sensitive enough to detect subtle deficits, and they do not identify causes of limitations in ADL [9, 43, [58] [59] [60] [61] . Many studies have attempted to improve the potential use of the Katz Index and Lawton Scale, including using item response theory methods [34] , providing short versions of these scales [62] , or by combining both scales in new evaluations [63, 64] . However, these improvements could not overcome all mentioned shortcomings.
Therefore, this study set out to develop a new tool to evaluate b-and i-ADL for diagnostic purposes in a geriatric population with NCD. This evaluation is based on the International Classification of Functioning, Disability and Health (ICF) developed by the World Health Organization (WHO) [65] . The ICF provides a framework for describing everyday functioning and advances the understanding and measurement of disability [58] . It is increasingly being applied in clinical practice and research and has gained acceptance as the worldwide framework of assessing human functioning [66, 67] . The new evaluation adopted the activities of the Katz Index and Lawton Scale-since they are considered sound as items for describing functioning in b-and i-ADL [68] -and were defined with the ICF terminology. Besides, the new evaluation took over the scoring system of the ICF and added the possibility to determine underlying causes of limitations. This evaluation might be useful in clinical and research settings to evaluate everyday functioning in NCD since it has an advantage over currently used report-based scales by applying the ICF terminology and scoring system. This offers a more standardized evaluation of ADL, which might benefit a more reliable and accurate diagnosis and treatment of NCD. In this study, the construct validity, interrater reliability, and discriminative validity of this new evaluation were determined. We hypothesized that the ICF-based evaluation of b-and i-ADL will have a good construct validity and interrater reliability and will be able to discriminate between cognitively healthy comparisons (HC), MCI, and AD.
Methods
The study protocol was based on the STARD criteria, developed to improve the completeness and transparency of reporting of studies of diagnostic accuracy [69] .
Ethics statement
The Ethical Committee of the Universitair Ziekenhuis Brussel approved this study (B.U.N. 143201523678). All data were collected in accordance with the ICH-GCP guidance and the declaration of Helsinki. All participants and informants gave written informed consents.
Participants and procedure
Three groups of community-dwelling older persons (!65 y) were recruited consecutively through the geriatric day hospital of an academic teaching hospital (UZ Brussel, Belgium): (1) HC, (2) patients with MCI, and (3) with Alzheimer disease (AD). Patients with MCI and AD underwent a procedure for the diagnosis of cognitive disorders that was performed by a multidisciplinary team and is considered as good clinical practice [70] . This procedure consisted of a physical and neurological examination, clinical history taking, and neuropsychological assessment using the Mini-Mental State Examination (MMSE) [71] ; Cambrigde Examination for mental disorders of the elderly, cognitive part (CamCog) [72] ; memory subscale of the Alzheimer's Disease Assessment Scale [73] ; Visual Association Test (VAT) [74] ; Memory Impairment Screen (MIS) [75] ; Trail Making Test, parts A and B [76, 77] ; Frontal Assessment Battery [78] ; and Geriatric Depression Scale (GDS-15) [79] . The procedure was completed by an evaluation of ADL using the Katz Index and Lawton Scale, extensive laboratory blood testing, and imaging of the brain by CT or MRI scan. HC were recruited separately from the diagnostic process for MCI and AD. They represent a heterogeneous sample of communitydwelling volunteers and geriatric patients who visited the geriatric day hospital for the diagnosis or treatment of conditions other than cognitive disorders (e.g., osteoporosis). HC were evaluated by the researchers using the same neuropsychological assessment and evaluation of ADL as MCI and AD. For all groups, the number of comorbidities and medication use was inventoried. The number of comorbidities was determined by counting the active diseases listed in the medical records at the moment the participants visited the geriatric day hospital, whether they were being treated pharmaceutically or not. All active diseases were counted in HC or as cooccurring with MCI or AD.
Cognitively healthy persons. Exclusion criteria for the HC (n = 79) were a history of NCD, a score <26/30 on the MMSE, and any self-or informant-based complaint of functional or cognitive deficits, which were suggestive of MCI or AD. Exclusion criteria were a score of <80/105 on the total CamCog score, <18/27 on the memory section of the CamCog score, and <8/12 on the MIS and VAT [80, 81] .
Patients with MCI. Patients with MCI (n = 73) were diagnosed by clinical consensus of the multidisciplinary team and fulfilled the diagnostic criteria for a-MCI as defined by Petersen [5] . The presence of a major depression was ruled out prior to the diagnosis of MCI.
Patients with AD. Patients with AD (n = 71) fulfilled the National Institute for Neurological and Communicative Disorders and Stroke-Alzheimer's Disease and Related Disorder Association (NINDS-ADRDA) criteria [82] . Decisions on the diagnosis of AD were also based on the results of the diagnostic procedure and were carefully taken by consensus of the multidisciplinary team. When the presence of a major depression was presumed, this was ruled out prior to the diagnosis of AD.
For all participants, exclusion criteria included any acute pathology, sensory, or communicative impairments that precluded them from participating; history of major psychiatric illness; or any pathology of the central nervous system other than MCI or AD (e.g., stroke, epilepsy). An additional exclusion criterion for patients with MCI or AD was the absence of a reliable informant, in order to control over-or underestimation of functional abilities. Informants were considered as reliable when they were spouses, family, or close friends who were able to provide accurate information about the participant's daily life. The proxy's ability to provide accurate information was operationalized by asking each person with MCI or AD if the proxy was someone who knew him or her well and could provide accurate information about his or her daily life.
After the procedure, on the same day, trained occupational therapists carried out the new ICF-based evaluation of everyday functioning in b-and i-ADL. When conducting the new evaluation, the occupational therapists were blinded to the results of the other evaluations and the diagnosis.
The ICF-based evaluation of everyday functioning in b-and i-ADL
This evaluation has been designed as a semistructured interview that takes 10 min to complete. For the HC, self-report was used. For MCI and AD, proxy report was conducted.
Items according to the ICF definitions
According to the linking rules of Cieza et al. (2005) [83] , the content of each item included in the Katz Index [22] and the Lawton Scale [56, 84] was linked to one or more definitions of the activities component of the ICF (Tables 1 and 2 ).
Interview protocol
First, the participant or proxy is asked whether an activity was performed during the past years. It is expected that the interviewer uses the ICF definitions to clarify the content of an activity. Each activity is rated for its relevance, which means that it is currently performed or it was previously performed by the individual. If activities have not been carried out during the past years because they were not relevant for an individual, they are not taken into account. This is mainly important for i-ADL, since these activities may never have been performed before (e.g., gender relevant) and are consequently irrelevant for the individual. For b-ADL, all items are relevant for every individual since-according to the definition of Reuben [85] these activities are necessary to survive. The sum of relevant activities leads to the Total Number of relevant Activities (TNA). There is no cutoff of how many items are allowed to be not relevant.
Scoring system
The participant or proxy is asked how the activities are currently being performed. Based on the description, the investigator assigns a score. The scoring system adopted the performance qualifiers of the ICF, consisting of a five-point scale ranging from 0 (no difficulty to perform) to 4 (complete difficulty or unable to perform) ( Table 3 ). Each score describes how an activity is performed (ICFScoreAct). The qualifiers were operationalized based on the experience of this research team with the development of the advanced ADL tool (a-ADL tool) [35, 86] and on a previous qualitative study [87] . The sum of activities with a limitation (score ! 1) leads to the total number of Limited Activities (LimAct).
Causes of limitations
If a score of 1 or higher is assigned, the interviewer determines the underlying cause of limitation by asking the participant what causes the limitations. The interviewer probes with the following questions: "Why do you/does (s)he performs this activity differently?" or "What causes the need for help to perform this activity?" In this way, the interviewer interprets the story of the participant and can distinguish cognitive reasons (e.g., global mental functions, memory, attention, etc.), physical reasons (e.g., sensorial functions, mobility, stability, etc.), Getting into and out of a body position and moving from one location to another, such as getting up out of a chair to lie down on a bed, and getting into and out of positions of kneeling or squatting.
Transferring oneself d420 Moving from one surface to another, such as sliding along a bench or moving from a bed to a chair, without changing body position.
Walking d450
Moving along a surface on foot, step by step, so that one foot is always on the ground, such as when strolling, sauntering, walking forwards, backwards, or sideways.
Continence
Regulating urination d5300 Coordinating and managing urination, such as by indicating need, getting into the proper position, choosing and getting to an appropriate place for urination, manipulating clothing before and after urination, and cleaning oneself after urination.
Regulating defecation d3501
Coordinating and managing defecation, such as by indicating need, getting into the proper position, choosing and getting to an appropriate place for defecation, manipulating clothing before and after defecation, and cleaning onself after defecation Toileting Toileting d530 Planning and carrying out the elimination of human waste (urination and defecation), and cleaning oneself afterwards.
Feeding Eating d550
Carrying out the coordinated tasks and actions of eating food that has been served, bringing it to the mouth and consuming it in culturally acceptable ways, cutting or breaking food into pieces, opening bottles and cans, using eating implements, having meals, feasting or dining.
Drinking d560
Taking hold of a drink, bringing it to the mouth, and consuming the drink in culturally acceptable ways, mixing, stirring and pouring liquids for drinking, opening bottles and cans, drinking through a straw or drinking running water such as from a tap or a spring.
doi:10.1371/journal.pmed.1002250.t001 Table 3 . Scoring system adopted from the performance qualifiers of the ICF.
ICFScore 0
The activity is carried out completely independently, no help is needed. There are no limitations in performing the activity. It is carried out adequately and in a normal frequency.
ICFScore 1
The activity is carried out completely independently, no help is needed but there are mild limitations. The person performs the activity less frequent, more simplified, more rigid and needs more time to complete. The person is less flexible, inventive and more rigid.
ICFScore 2
Mostly, the activity is carried out independently but sometimes help from others is needed. There are moderate limitations: it is less result oriented, less adequate and there are occasionally errors.
ICFScore 3
The activity is carried out completely dependently. Continuous help from others is needed (guiding, modelling or support). The person experiences severe problems in performing the activity and makes many errors.
ICFScore 4
The activity is no longer carried out. The person stopped performing this activity or is unable to perform the activity. If necessary, it has been taken over by others.
Operationalized by Cornelis et al. [87] and De Vriendt et al. [35, 86] .
doi:10.1371/journal.pmed.1002250.t003
intrapersonal reasons (e.g., switch in field of interest), social reasons (e.g., loss of partner), and environmental reasons (e.g., car sold, moving to a new place, etc.) of limitations. The assignment of a reason is dichotomous: "yes" when a reason is present and "no" when a reason is absent. It is possible to assign more than one reason of limitation. To clarify how ICF scores can be derived and physical or cognitive causes of limitations can be assigned, some examples are illustrated in Table 4 .
Indices
A "global disability index" (DI) can be calculated for b-ADL (b-ADL-DI) and i-ADL (i-ADL-DI) by taking into account a maximal disability (TNA multiplied by ICFScoreAct 4, which is equal to complete difficulty) and an absolute disability (LimAct multiplied by the severity of each limitation [ICFScoreAct]) (see Fig 1) . Furthermore, for each reason of limitation, an index can be calculated. In this study, a "cognitive disability index" (CDI) and a "physical disability index" (PDI) for both b-ADL (b-ADL-CDI and b-ADL-PDI) and i-ADL (i-ADL-CDI and i-ADL-PDI) is computed, considering exclusively activities that are limited because of respectively cognitive and physical limitations (see Fig 1) . When limitations are caused by multiple reasons (e.g., using transportation is limited to both physical and cognitive reasons), reasons can be assigned in both indices (e.g., i-ADL-CDI and i-ADL-PDI). All indices are expressed as percentages, with higher scores representing more disability. Example (for b-ADL): A person previously performed 6 b-ADL (TNA = 6). ICFScore 0 is assigned to four activities, ICFScore 1 is assigned to one activity because of cognitive problems, and ICFScore 3 is assigned to one activity because of physical factors. This person has two limited activities, and the maximal disability is 24 (TNA Ã 4). His b-ADL-DI is 16.6% (all limited activities are taken into account), the b-ADL-CDI is 4.2% (only the activities limited because of cognitive reasons are taken into account), and the b-ADL-PDI is 12.4% (only the activities limited because of physical reasons are taken into account). 
Statistical analyses to determine the clinimetric properties
From the diagnostic procedure, data regarding the MMSE, Katz Index, Lawton Scale, number of comorbidities, and medication use were extracted for this study. There were no missing data. Statistical analyses were performed with IBM SPSS for Mac (version 22.0) (SPSS Inc, Illinois, United States) with an α-level set two sided at p < 0.05 for all analysis. Demographic and clinical characteristics (i.e., age, education, gender, number of used medications, and number of comorbidities) and the MMSE, Katz Index, Lawton Scale were evaluated between groups by one-way ANOVA with Bonferonni post hoc tests or chi-square analysis. The construct validity was checked, in absence of a true golden standard, by determining the new evaluation's ability to distinguish between HC, MCI, and AD. We hypothesised HC would show less disability than MCI and the latter less than AD, and that the CDI for both b-and i-ADL would differ more than DI and PDI. The indices for b-and i-ADL were compared across the groups using analysis of covariance (ANCOVA) in which age, number of used medications, number of comorbidities, level of education, and gender were included in the model as covariates. Secondly, in checking the construct validity, we calculated correlations between the indices and the MMSE. We hypothesised that (1) the CDI for both b-and i-ADL would show higher correlations with the MMSE than the DI and PDI since the CDI expresses solely deficits caused by cognitive disorders and (2) the i-ADL-CDI would show higher correlations than b-ADL-CDI because performing i-ADL is more vulnerable to cognitive disorders. Correlation analyses were performed using Pearson correlation between the MMSE, Katz Index, Lawton Scale, and the indices. To interpret the correlations, the guideline by Evans (1996) [88] 
Results

Participants' characteristics
All participants reported to have enjoyed the assessment. The interviews lasted between 8 and 15 min for both b-and i-ADL; no adverse events occurred during the diagnostic procedure or the ICF-based evaluation of b-and i-ADL. Table 5 shows the demographic and clinical characteristics of the participants. In comparison to HC, patient groups had less years of education (F(2,220) = 13. 
Construct validity
Indices of everyday functioning in i-ADL. For i-ADL, participants performed an average of eight activities (minimum 4-maximum 9; SD ± 1.2). There were no significant differences between the groups on TACT i-ADL [F(2, 215) = 0.01, p = 0.987]. As illustrated in Table 6 , the i-ADL-DI and i-ADL-CDI expressed significantly more severe deficits in AD than in MCI and in MCI than in HC (F(2,215) = 61.5, p < .001; F(2,215) = 88.9, p < .001). The i-ADL-CDI had a moderate correlation with the MMSE (r = -0.588, 95% CI [-0.697 to -0.482]; p < .001). The i-ADL-PDI expressed no significant differences between the groups and had a weak correlation with the MMSE (r = -0.348, 95% CI [-0.473 to -0.224]; p < .001).
Indices of everyday functioning in b-ADL. For b-ADL, participants always performed all activities. Persons with AD and MCI expressed significantly more severe deficits in b-ADL-DI than HC (F(2,215) = 12.6, p = < .05) ( Table 6 ). The b-ADL-CDI showed significantly more severe deficits in AD than HC and MCI (F(2,215) = 17.3, p < .001). The b-ADL-PDI showed significantly more severe deficits in AD than HC (F(2,215) = 3.9, p = .016). No significant differences were found between HC and MCI or MCI and AD. All indices of b-ADL had a weak correlation with the MMSE (ranging from -0.316 to -0.411; all p < .001). Table 7 present the results of the ROC curves for the Katz Index, Lawton Scale, and the indices of the new evaluation.
Interrater reliability
Discriminative validity
Indices of everyday functioning in i-ADL. The AUC of i-ADL-DI ranges from 0.736 to 0.968 and has a significantly better discriminative accuracy than the Lawton Scale for differentiating between HC and MCI and between HC and AD with DeLong's test (all p < .05). The i-ADL-CDI showed best accuracy, expressed by AUCs ranging from 0.805 to 0.968 and a significantly higher discriminative power than the Lawton Scale with DeLong's test (all p < .05). The i-ADL-PDI did not show a better accuracy than the Lawton Scale.
Indices of everyday functioning in b-ADL. The AUC of b-ADL-DI showed with DeLong's test (p < .05) a significantly better discriminative accuracy than the Katz Index in 
Discussion
This study developed and validated an evaluation of everyday functioning in b-and i-ADL by (1) adopting the activities of the Katz Index and Lawton Scale and linking them to the definitions and codes of the ICF, (2) by developing a scoring system based on the performance qualifiers of the ICF, and (3) by adding the possibility to take causes of limitations in performance into account. This new evaluation takes the person as his or her own reference. By doing so, it is possible to compute a set of indices. This study determined the construct validity, discriminative validity, and interrater reliability of this new evaluation in a geriatric population.
The new evaluation showed more accuracy in evaluating b-and i-ADL compared to the Katz Index and Lawton scale and subsequently has the potential to improve diagnostic differentiation between HC, mild NCD (e.g., MCI), and major NCD (e.g., AD). As hypothesised, this evaluation followed the hierarchical continuum of functional decline [19] ; b-ADL-DI and i-ADL-DI showed significantly less disability in HC than in MCI and the latter less than in AD. The i-ADL-DI showed more disability than b-ADL-DI and had a significantly better accuracy than the Lawton Scale to differentiate HC from MCI and AD. The b-ADL-DI, in its turn, had a significantly better accuracy than the Katz Index in differentiating HC from AD. Other promising results were seen in the i-ADL-CDI. Although the original Lawton Scale cannot Assessing everyday functioning in neurocognitive disorders detect mildly affected quality of performance in i-ADL [90] , the i-ADL-CDI could detect subtle functional deficits of persons with MCI and AD. The i-ADL-CDI demonstrated a significantly better accuracy than the Lawton Scale and is able to distuinguish between HC, MCI, and AD. This illustrates that it is important to make a distinction in causes, especially in older patients in whom physical limitations are commonly seen and also affect everyday functioning. When considering the diagnosis of NCD, it is of utmost importance to determine to what extent functional limitation is due to cognitive limitations and not due to other causes [17] . The b-ADL-CDI showed, as hypothesized, significantly more severe deficits in AD than in HC and MCI but had no better accuracy than the Katz Index. This can be explained by the fact that performing b-ADL is less vulnerable for cognitive decline and is often largely spared until later stages of the disease (i.e., moderate or severe dementia) [91] . If limitations are observed in MCI or mild AD, it will rather be caused by other reasons such as physical limitations, as illustrated in the b-ADL-PDI. The b-ADL-PDI showed significantly more severe limitations in AD than in HC and had similar accuracy to the Katz Index. Although the differentiation between normal cognition and mild AD is usually not much of a diagnostic dilemma in clinical context, the results of this study clearly state that b-ADL distinguish well when reasons for limitations are taken into account. Until now, self-and informant-report scales did not show sound psychometrical properties [9, 43] and were not considered as the best methods to evaluate everyday functioning since they might over-and underestimate functional ability [32, 92] . There is growing evidence that performance-based evaluations might have more advantages over other assessment approaches [9, 32, 33] . However, only few of them are developed to assess MCI or mild dementia [55, 93] , and they are mostly too time-and cost-consuming to be administered [9, 31] . Two recent performance-based instruments, the Erlangen Test of Activities of Daily Living in Mild Dementia or Mild Cognitive Impairment (ETAM) [55] and the Sydney Test of Activities of Daily Living in Memory Disorders (STAM) [94] have been developed with the aim to assess everyday activities in a time-efficient and reliable way for persons with MCI or mild dementia. Both evaluations show good psychometric characteristics, are easy to administer, and seem to be valuable in clinical practice and research. However, our i-ADL-DI and i-ADL-CDI show similar accurate validity to discriminate between HC, MCI, and AD. So, although this study developed a report-based measure-which may not be as accurate in detecting functional difficulties in persons with mild cognitive decline-the results of this study indicate that the ICFbased evaluation of b-and i-ADL might compete with the recently developed performancebased tools as the standard for classifying functional status and decline [32, 33, 55, 94] . Ongoing research will clarify this and is already assessing the convergent validity between the ICF-based evaluation of b-and i-ADL and a performance-based measure.
Although many studies have already tried to improve the use of the Katz Index and the Lawton Scale, not all improvements were relevant for the diagnosis of cognitive disorders. In this study, we attempted to achieve more clarity, transparency, and nuance by maintaining the activities of the Katz Index and the Lawton Scale but by adopting the terminology and the scoring system of the ICF. A first advantage is that each activity is clearly defined by definitions according to the ICF. In contrast to the content of the original Katz Index and Lawton Scale-which varies depending on setting and circumstances [58, 95] -the ICF definitions provide clear descriptions of the content of activities. In this way, no more doubt can arise about the exact content of activities such as, e.g., doing laundry (should ironing also be considered?) or using transportation (should driving a car also be considered?). Furthermore, since the ICF definitions do not impose a manner of performing, this evaluation will remain useful for future generations and might also have advantages across cultures since band i-ADL will always be applicable. Secondly, this evaluation only considers activities that are relevant for a person. In contrast with other scales, activities that are gender-dependent or a person has never performed in his or her life are not be taken into account. In this way, each person is considered as his or her own reference and is compared to his or her own previous level of everyday functioning, as suggested by Ganguli (2013) [12] . This might also be considered as an advantage for use in other generations and cultures. Thirdly, by using the detailed ICF qualifiers-ranging from 0 to 4-this evaluation provides a more sensitive scoring system, as recommended by Jekel et al. (2015) [9] . This new evaluation makes it possible to calculate indices and showed an excellent interrater reliability in this study. Lastly, this evaluation has the advantage to discriminate between reasons of limitations. Although other tools such as the FAQ [48] , ETUQ [49] , and ECog [50] are also valuable instruments in assessing individuals with NCD, they do not make a distinction between reasons of functional decline.
Although the results of our study are promising and may imply a change in the evaluation of everyday functioning in clinical practice, some considerations need to be made. First, a measurement bias might have occurred by using different methods of reporting ADL in HC and patients with MCI and AD. Although a report-based method has the clinical advantages of being easy to obtain, minimally disturbing, and of low cost, proxy and patient-based measures can be biased by mood status, social desirability, diminished awareness, denial, and other cognitive deficits [96, 97] . But since informant-reports are generally preferred to self-report in evaluating everyday functioning in clinical practice and research settings, a reliable proxy was questioned about the everyday functioning of participants with MCI and AD in this study [97] . This closely resembles clinical reality, in which health care professionals have to work with the information that is available. Nevertheless, we could not rule out that the informants were not mildly cognitively impaired themselves. However, 50.0% of the informants were children of the persons with MCI and AD and had an estimated age range of 45 to 65 y. Although it is known that children of persons with AD are at high risk of cognitive disorders as they age, it seems unlikely that this would have influenced the results at this point of time. For the HC, only self-report was used because prior research in cognitively healthy older persons suggested that self-report evaluations are generally accurate indicators of ADL for older persons who demonstrate insight into their functional abilities [96, 98] . Additionally, a second reflection must be made about the participants in this study. The patients with AD and MCI represent a clinically relevant sample but were significantly older, had more comorbidities, and took more medications than the HC. This suggests that the patient groups were frailer and might have experienced more functional problems. However, not all medications and comorbidities would be expected to contribute equally to functional impairment. Furthermore, this study did not report any measures of current depressive symptoms. The presence of a major depression was ruled out prior to the diagnosis in MCI and AD. However, mild to moderate depressive symptoms are an important comorbidity of cognitive disorders and may have an impact on everyday activities [99] [100] [101] [102] .
As a result, the contrast between groups might be larger than would be expected in a clear clinical sample. However, in the statistical analysis, our data was controlled for possible confounders such as age, medication use, number of comorbidities, level of education, and gender. Lastly, another consideration is that HC were-apparently-cognitively healthy persons. Yet, it is still possible that mild cognitive problems were present in some of them. However, we used strict cutoffs of MMSE-which can be considered as a valuable instrument for cognitive screening-in order to rule out cognitive deficits.
Based on the results of this study, we argue that this evaluation can contribute to the diagnostic differentiation between cognitively healthy ageing, mild NCD (e.g., MCI), and major NCD (e.g., AD). Particularly, the i-ADL-CDI might be useful. Since it is likely that decline in everyday functioning occurs over time, and this change leads to a conversion from mild to major NCD, further research-a longitudinal prospective follow up study-should address the predictive validity of this evaluation as follow-up assessment [14] .
In conclusion, this new ICF-based evaluation for b-and i-ADL addresses important issues in assessing everyday functioning by (1) providing an operationalization of the evaluated activities by ICF codes and definitions, (2) providing a detailed scoring system that is based on the ICF qualifiers, and (3) by making a differentiation in causes of limitations. With validation in longitudinal prospective cohorts, this evaluation might offer a useful addition to the common diagnostic process and be of added value in a multidisciplinary approach with established cognitive and mood measures and biomarkers. 
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